fragments less than 4mm in diameter following ureteroscopic laser lithotripsy using a decision analysis model. METHODS: :Outcomes data from a previously published analysis of residual fragments after ureteroscopic lithotripsy were utilized. A decision analysis model was constructed to compare the costeffectiveness of initial observation of residual fragments compared to immediate intervention. Cost for the observation arm consisted of ED visits, hospitalizations, and re-interventions. The cost-analysis model extended for 3 years to account for delayed re-intervention rates on fragments of this size. Expected value calculations and sensitivity analyses were performed to determine the optimal treatment pathway based on overall cost-effectiveness.
INTRODUCTION AND OBJECTIVES:
Retrograde endoscopic surgery has become a powerful tool in the treatment of ureteral and renal calculi. Infectious complications from these procedures however are a major concern, with rates ranging from 7-25%. Mortality from septic complications has been reported as high as 25%. The purpose of this study is to share our easily implementable infection reduction bundle.
METHODS: All retrograde endoscopic cases for ureteral and kidney stones undertaken from 2012-2014 were reviewed retrospectively. All patients were subject to the same protocol as follows. 1) Once a safety wire was in place, IV furosemide (20mg) was administered to induce a brisk diuresis and to provide an increased pressure gradient against pyelovenous backflow. 2) Low-pressure environment is maintained by gravity irrigation only (40-60cmH2O). Pressure irrigation is never utilized. 3) 2-way intermittent suction device is used to allow improved visibility and periodic reduction in renal pelvic pressure. 4) Complex cases which require longer operative time (>2 hours) are staged.Patients 0 charts were queried for post-operative infectious complications.
RESULTS: 194 patients were included in the study with 266 treatment episodes. 205 stone burdens underwent single session treatments while 29 stone burdens required two sessions and one stone burden required a third. 23% of patients had a history of UTIs and 32% of patients grew bacteria from their stones. No patients returned to the emergency department or required readmission to the hospital due to an infectious complication. No cases of fever or sepsis were noted. (Table 1) CONCLUSIONS: We present a protocol for reduction of infection risk that has yielded excellent outcomes in a tertiary care population without sacrificing stone-free rates. Each step of our protocol is done to minimize the amount of bacteria and endotoxins that can reach the systemic circulation. This is done by increasing the pressure gradient against pyelovenous backflow via the use of furosemide, and minimizing renal pelvic pressure through low pressure gravity irrigation using an intermittent 2-way suction pump. Staging procedures further reduces risk by minimizing time infectious material can be absorbed. Lastly, our protocol is easily implementable into any stone practice. . 197, No. 4S, Supplement, Saturday, May 13, 2017 numerous studies investigating risk factors for the development of post-operative infection in PCNL patients. Herein, we describe our meta-analysis of the risk factors for the prediction of post-PCNL infectious complications. METHODS: The electronic databases were searched using a combination of the terms "percutaneous nephrolithotomy", "risk factors", "infection", and "sepsis." The primary outcome was post-PCNL infection as defined by fever >38 C or sepsis as defined by the Sepsis Consensus Definition Committee. Risk factors for infection in each study were identified and included for analysis if present in at least 2 studies. We used quantitative effect sizes in odds ratio to assess each endpoint. Outcomes were pooled using the inverse variance technique with random-effects models.
RESULTS: After application of criteria, 24 studies were found, of which 12 were prospective and 12 were retrospective. Of the 12 prospective studies, pre-operative urine culture, renal pelvis culture, stone culture, number of access points, hydronephrosis, perioperative blood transfusion and struvite stone composition were found to be significantly associated with post-operative infection. Of the 12 retrospective studies pre-operative urine culture, stone cultures, number of access points, blood transfusion, stone size and staghorn formation were significantly associated with infection.
CONCLUSIONS: In both prospective and retrospective studies, pre-operative urine culture, stone culture, number of access points and need for blood transfusion were found to be significant factors. This indicates that the presence of bacteria in the urine/stone pre-operatively as well as the amount of trauma the kidney sustains during the procedure are predictors of post-operative infection. We believe that this is the first meta analysis to identify these risk factors. Fr ureteral access sheaths, there was no significant difference in ureteral injury rate (7.3% vs 4.6%, respectively; p¼0.63), complications (10.5% vs 11.4%, respectively; p¼0.87), or overall stonefree rate (78.1% vs. 81.3%, p¼0.70). The mean amount of stone burden treated per minute of operative time was more than 30% higher in the 14/16 Fr UAS group compared to 12/14 Fr UAS group (2.11 vs 1.62 mm2/min; p¼0.01).
CONCLUSIONS: The use of a 14/16 Fr UAS allows for similar stone-free rate and improved operative efficiency with no increased risk of ureteral injury or postoperative complications when compared to the 12/14 Fr UAS.
